	
	22



New Day, Inc.

Adult ASAM Level III.I

Braided Circle Recovery Home

INTAKE PACKET

Revised 5-3-2022


New Day, Inc. 

Adult Substance Abuse Treatment Program

Patient Registration

Resident’s Name ______________________________________ Date of Birth_______________________

SSN: __________________________ Gender ______ Marital Status_____________________________

Tribe of Membership ____________________           Mailing Address: ___________________________

        _________________________________________

Medicaid Coverage?  YES    NO

        ________________________ Zip _____________

        Phone ___________________________________

Private Insurance __________________________________ ID Number _________________________

I hereby assign to New Day, Inc. such insurance benefits that I may be entitled to pertaining to payment for medical services and supplies furnished to me by New Day, Inc.  I authorized payment of such benefits directly to New Day, Inc.  I understand that this assignment applies only to medical services and supplies furnished to me during the time period indicated below.  This authorization/assignment will be in effect for one year from date of signature.

Signature ______________________________________________    Date: __________________________

Emergency Contact __________________________________ Relationship: ______________________

Address: ________________________________________ City ________________ Zip _____________

Phone Number ________________________

Employer: ______________________________________ Employment Status: ____________________

Employer Address: _______________________________________________ Phone: _______________

Veteran:  YES    NO   Date From _________________________ To _____________________________

Current Chemical Dependency Diagnosis: ___________________________________________

On Probation? ___ YES ___ NO  Name: _____________________ #: _______________________

Past Charges: ______________________________________________________________________

Current/Pending Charges: ____________________________________________________________

Upcoming Court Dates/Appearances: ___________________________________________________

Are you a violent or sexual offender? ______ YES ______ NO 

· If answered YES, please explain: __________________________________________________________________________________________________________________________________________________________________________________

Current CPS Involvement? ___ YES ___ NO  Name: _____________________ #:_______________________

Request and Authorization for Diagnosis and Treatment

I, ______________________________________ have come to New Day, Inc. for diagnosis and/or treatment of a health problem.  I request and authorize New Day, Inc. Residential Recovery Services, including co-occurring, its staff, assistants, and employees to prescribe accepted medical and health treatment.  I understand that no guarantee or assurance has been made as to the results that may be obtained.

Signature ______________________________________________ Date: _________________________

I understand and agree that New Day, Inc. will attempt to contact me for information to follow up any substance abuse treatment progress at 6 months, 12 months and 24 months to comply with New Day, Inc.’s requirements for Federal funding purposes.
Signature _________________________________________ Date: _______________________

Revised 3/22/18

YOUR RIGHTS REGARDING PARTICIPANT’S HEALTH INFORMATION

Resident: ______________________________________

1. Communications: You may request that our facility communicate with you about health and related issues in a particular manner or at a certain location.  For instance, you may ask that we contact you at home, rather than work.  We will accommodate reasonable requests.

2. You may request a restriction in our use or disclosure of your health information for treatment, payment, or health care operations.  Additionally, you have the right to request that we restrict our disclosure of your health information to only certain individuals involved in your care or for the payment of your care, such as family members and friends.  We are not required to agree to your request; however, if we do agree, we are bound by our agreement except when otherwise required by law, in emergencies, or when the information is necessary to treat you.

3. You have the right to inspect and obtain a copy of the health information that may be used to make decisions about you, including patient medical records and billing records, but not including psychotherapy notes or diagnostic tools which require a licensed counselor/therapist to interpret.

4. You may ask us to amend your health information if you believe it is incorrect or incomplete, and as long as the information is kept by or for our practice.  To request an amendment, your request must be made in writing and submitted to New Day, Inc.  You must provide us with a reason that supports your request for amendment.

5. You have a right to a copy of this notice.  You are entitled to receive a copy of the Notice of Privacy Practices.  You may ask us to give you a copy of the Notice at any time.  To obtain a copy of this Notice, please contact New Day, Inc.

6. You have a right to file a complaint.  If you believe your privacy rights have been violated, you may file a complaint with our facility or with the Secretary of the department of health and Human Services.  To file a complaint with our practice, contact New Day, Inc.  All complaints must be submitted in writing.  You will not be penalized for filing a complaint.

7. You have the right to provide an authorization for other uses and disclosures.  Our facility will obtain your written authorization for uses and disclosures that are not identified by this notice or permitted by applicable law.

If you have any questions regarding this notice or our health information privacy policies, please contact New Day, Inc.

I hereby acknowledge that I have been presented with a copy of New Day, Inc. Notice of Privacy Practices.

**Resident Signature  





  Date:  




New Day, Inc.

Notice of Privacy

 (Resident)

Name of Resident _________________________________________________________________________

This notice describes how health information about the resident may be used and disclosed, and how the individual can get access to health information. This is required by the Privacy Regulations created as a result of the Health Insurance Portability and Accountability Act of 1996 (HIPAA). 

Our commitment to the resident’s privacy:
Our facility is dedicated to maintaining the privacy the resident’s health information. We are required by law to maintain the confidentiality of the resident’s health information: 

Use and disclosure of the resident’s health information in certain special circumstances:

The following circumstances may require us to use or disclose the resident’s health information:

1. To public health authorities and health oversight agencies that are authorized by law to collect information. 

2. Lawsuits and similar proceedings in response to a court or administrative order. 

3. If required to do so by a law enforcement official.

4. When necessary to reduce or prevent a serious threat to the resident’s health and safety or the health and safety of another individual or the public. We will only make disclosures to a person or organization able to help prevent the threat. 

5. If the resident is a member of U.S. or foreign military forces (including veterans) and if required by the appropriate authorities. 

6. To federal officials for intelligence and national security activities authorized by law. 

7. To correctional institutions or law enforcement officials if the resident is an inmate or under the custody of law enforcement official. 

8. For Workers Compensation and similar programs. 


**Resident Signature  





  Date:  




New Day, Inc.

Confidentiality Policy

POLICY:  New Day, Inc. has instituted the following policy regarding resident confidentiality while placed at the New Day, Inc. Residential Recovery Home and the Mental Health Facility.

PROCDURE:

1. New Day, Inc. recognizes that all information about residents that is obtained in the course of a professional treatment relationship will be treated as confidential.

2. This includes initial telephone conversations with administrative or clinical staff and conferences about whether to begin such a relationship.

3. Information obtained in clinical or consulting relationships, or data concerning residents, employees and others, is discussed only for professional purposes, and only with persons clearly concerned with the case (APA ethical principle 5(a)).

4. New Day, Inc. adheres to all relevant State and Federal Statutes and Regulations regarding confidentiality, as well as professional ethical standards. Exceptions to confidential are the following:

a. When the resident consents to disclosure;

b. When a law requires reporting an event such as child abuse;

c. When there is a duty to warn or protect;

d. When the resident is deemed to waive confidentiality by bringing a lawsuit;

e. When the resident commits a crime on the premises of the program or against personnel of the program;

f. When “proper legal compulsion”, e.g. a legally valid subpoena is presented;

g. When disclosure is mandatory in order to comply with Medicaid laws

h. In an emergency.

5. New Day, Inc. requires that all staff, during their orientation, understand the general scope and limits of confidentiality working at New Day, Inc. and are required to sign a New Day, Inc. Group Home or the Mental Health Facility Consent Form.

I, 





, understand that all information obtained about myself by New Day, Inc. staff is strictly confidential and should be used only for the purpose of treatment while at the New Day, Inc. Residential Recovery Home.  I also understand that under certain circumstances, which are stated in the New Day, Inc. Policy and Procedures, that my rights of confidentiality may be waived.

Resident Signature




Date

Staff Witness





Date

New Day, Inc
AUTHORIZATION TO USE AND DISCLOSE HEALTH INFORMATION

Name of Resident ___





Date of Birth _____




Name of Facility or Person:  ____






​​​​__________________

Address: ____





_ City ___

_ State _
 Zip __



Phone: _________________________ FAX: ____________________ Email: ______________________

My health information may be disclosed under this authorization as marked: 

□ I authorize disclosure of the following types of individually identifiable health information maintained by you to New Day, Inc. Adult Residential Recovery Home  (To New Day.)

□ I authorize New Day, Inc., Adult Residential Recovery Home to disclose to you the following types of individually identifiable health information.  (From New Day.)

Health information that may be used and disclosed through this authorization is as follows:

____          Intake history/Admission information    

_                     Medication Records

____​​​          Psychological Testing



_____             Psych/Social Information

____          Progress Notes/Report



_____             Treatment Plans

____          Chemical Dependency Assessment Summary
_____             Discharge Summary

____          ACT Evaluation/Recommendation Report

      _          Other (Provide specific description of the information): 

Specific purpose for the use or disclosure: 

1. I understand that I may refuse to sign this authorization and that my refusal to sign may not affect my ability to obtain treatment. 

2. I understand that if this disclosure consists of information about a client involved in chemical dependency services the following applies:

PROHIBITION OF REDISCLOSURE: This information has been disclosed to you from records protected by federal confidentiality rules (42 CFR part 2). The federal rules prohibit you from making any further disclosure of this information unless further disclosure is expressly permitted by the written consent of the person to whom it pertains or as otherwise permitted by 42 CFR part 2. A federal authorization for the release of medical or other information is NOT sufficient for this purpose. The federal rules restrict any use of the information to criminally investigate or prosecute any alcohol or drug patient. 

3. I understand that I may revoke this authorization in writing at any time by notifying my primary counselor at New Day, Inc. Adult Substance Abuse Treatment Program.  I understand that the revocation will not apply to information that has been released in response to this authorization prior to my notice.

4. I understand that my records may be transmitted by fax.

5. This consent will expire 12 months from the date this authorization is signed

6. I have received a copy of this authorization. 

Signature of Resident ________________________
                   Date:  

  

New Day, Inc. Staff accepting authorization:                                   ___________________

New Day, Inc
AUTHORIZATION TO USE AND DISCLOSE HEALTH INFORMATION

Name of Resident ___





Date of Birth _____




Name of Facility or Person:  ____






​​​​__________________

Address: ____





_ City ___

_ State _
 Zip __



Phone: _________________________ FAX: ____________________ Email: ______________________

My health information may be disclosed under this authorization as marked: 

□ I authorize disclosure of the following types of individually identifiable health information maintained by     you to New Day, Inc. Adult Substance Abuse Treatment Program.  (To New Day.)

□ I authorize New Day, Inc., Adult Substance Abuse Treatment Program to disclose to you the following types of individually identifiable health information.  (From New Day.)

Health information that may be used and disclosed through this authorization is as follows:

____          Intake history/Admission information    

_                     Medication Records

____​​​          Psychological Testing



_____             Psych/Social Information

____          Progress Notes/Report



_____             Treatment Plans

____          Chemical Dependency Assessment Summary
_____             Discharge Summary

____          ACT Evaluation/Recommendation Report

      _          Other (Provide specific description of the information): 

Specific purpose for the use or disclosure: 

1. I understand that I may refuse to sign this authorization and that my refusal to sign may not affect my ability to obtain treatment. 

2. I understand that if this disclosure consists of information about a client involved in chemical dependency services the following applies:

PROHIBITION OF REDISCLOSURE: This information has been disclosed to you from records protected by federal confidentiality rules (42 CFR part 2). The federal rules prohibit you from making any further disclosure of this information unless further disclosure is expressly permitted by the written consent of the person to whom it pertains or as otherwise permitted by 42 CFR part 2. A federal authorization for the release of medical or other information is NOT sufficient for this purpose. The federal rules restrict any use of the information to criminally investigate or prosecute any alcohol or drug patient. 

3. I understand that I may revoke this authorization in writing at any time by notifying my primary counselor at New Day, Inc. Adult Substance Abuse Treatment Program.  I understand that the revocation will not apply to information that has been released in response to this authorization prior to my notice.

4. I understand that my records may be transmitted by fax.

5. This consent will expire 12 months from the date this authorization is signed

6. I have received a copy of this authorization. 

Signature of Resident ________________________
                   Date:  

  

New Day, Inc. Staff accepting authorization:                                   __________________
New Day, Inc
AUTHORIZATION TO USE AND DISCLOSE HEALTH INFORMATION

Name of Resident ___





Date of Birth _____




Name of Facility or Person:  ____






​​​​__________________

Address: ____





_ City ___

_ State _
 Zip __



Phone: _________________________ FAX: ____________________ Email: ______________________

My health information may be disclosed under this authorization as marked: 

□ I authorize disclosure of the following types of individually identifiable health information maintained by     you to New Day, Inc. Adult Substance Abuse Treatment Program.  (To New Day.)

□ I authorize New Day, Inc., Adult Substance Abuse Treatment Program to disclose to you the following types of individually identifiable health information.  (From New Day.)

Health information that may be used and disclosed through this authorization is as follows:

____          Intake history/Admission information    

_                     Medication Records

____​​​          Psychological Testing



_____             Psych/Social Information

____          Progress Notes/Report



_____             Treatment Plans

____          Chemical Dependency Assessment Summary
_____             Discharge Summary

____          ACT Evaluation/Recommendation Report

      _          Other (Provide specific description of the information): 

Specific purpose for the use or disclosure: 

7. I understand that I may refuse to sign this authorization and that my refusal to sign may not affect my ability to obtain treatment. 

8. I understand that if this disclosure consists of information about a client involved in chemical dependency services the following applies:

PROHIBITION OF REDISCLOSURE: This information has been disclosed to you from records protected by federal confidentiality rules (42 CFR part 2). The federal rules prohibit you from making any further disclosure of this information unless further disclosure is expressly permitted by the written consent of the person to whom it pertains or as otherwise permitted by 42 CFR part 2. A federal authorization for the release of medical or other information is NOT sufficient for this purpose. The federal rules restrict any use of the information to criminally investigate or prosecute any alcohol or drug patient. 

9. I understand that I may revoke this authorization in writing at any time by notifying my primary counselor at New Day, Inc. Adult Substance Abuse Treatment Program.  I understand that the revocation will not apply to information that has been released in response to this authorization prior to my notice.

10. I understand that my records may be transmitted by fax.

11. This consent will expire 12 months from the date this authorization is signed

12. I have received a copy of this authorization. 

Signature of Resident  ________________________
                   Date:  

  

New Day, Inc. Staff accepting authorization:                                   ___________________

New Day, Inc.

Resident Rights

New Day, Inc. respects the rights and dignity of the residents it serves.

It is the policy of New Day, Inc., to provide and maintain resident rights that supports and protects the fundamental human, civil, constitutional, and statutory rights of all people. 

1. Resident have the right to impartial treatment access regardless of race, creed, religion, ethnicity, gender, or financial resources.

2. Resident have the right to a living space that promotes dignity, comfort, safety, positive self-concept and privacy.

3. Resident have the right to an environment free of neglect, physical abuse, or verbal abuse.  Hitting, spanking, verbal derogatory statements and belittling comments are not used by staff.  Physical restraint (following program guidelines) may be used to the degree necessary to prevent self-injurious or assaultive behavior.  (See Physical Restraint Policy & Non-Violent Crisis Intervention Policy.)

4. Resident have the right to meals that meet at least the minimum recommended dietary allowance as set forth by the National Academy of Sciences.  Meal restriction of a nutritionally adequate diet is prohibited.

5. Resident have the right to not be subjected by program staff to physical, psychological, or sexual abuse, corporal punishment, or other forms of abuse administered against their will including being denied food, clothing or other basic necessities.

6. Residents have the right to appropriate educational services in accordance with Montana State Law, utilizing the educational principle of “least restrictive environment.”

7. Residents have the right to receive services for both males and females which reflect an awareness of the special needs of each gender.  All residential facilities shall provide equivalent, clearly defined, and well-supervised sleeping quarters and bath accommodations for male and female residents.

8. Residents have the right to appropriate pay for work done in accordance with the established participant pay scale, based on the specific job.  Paid jobs are part of the Work Program.  

9. Residents will not be required to do meaningless work as punishment.  Residents will be required to perform tasks and work in accordance with standards of good hygiene, and the maintenance and neatness of their living unit, without compensation.

10. Residents have the right to individualized treatment, which includes the provision of adequate and humane treatment services in an appropriate setting.

11. Residents have a right to receive culturally appropriate services.

12. Residents have the right to full information, in a language they understand, to all information regarding the care and treatment of New Day, Inc.

13. Residents have the right to be treated without regard to physical or mental disabilities unless such disability makes treatment afforded by the facility non-beneficial or hazardous.

14. Residents have the right to a periodic review of their individualized treatment plan by an interdisciplinary team at least monthly, or by a consultant (at their own expense).

15. Residents have the right to active participation in their treatment planning.

16. Residents have the right to the least restrictive treatment alternative.

17. Residents have the right to treatment planning which may include therapeutic passes or home visits based on the resident and family needs regarding discharge planning.

18. Residents have the right to the provision of professional staff adequate to supervise and implement the individualized treatment plan.

19. Residents have the right to daily exercise and access to the “out-of-dorms,” unless specifically restricted by a Lead Clinical Staff or physician.  If a restriction is placed on the resident, a written order (reviewed at least every three days) must be maintained in the resident’s record.

20. Residents have the right to visitations, telephone calls, and mail from their immediate family or significant others.  If a restriction is placed on visitation, telephone calls, or mail, this restriction must be evaluated at least every seven days or following the initial (14) fourteen day probationary period.   All such limitations will be fully explained to the resident (See Telephone Policy and Mail Policy.)

21. Residents have the right to send and/or receive sealed mail from their attorney(s), private physician(s), case worker(s) or healthcare professional(s) directly involved in their treatment. 

22. Residents have the right to prompt and appropriate medical treatment for physical ailments.

23. Residents have the right to be free from unnecessary medications.  Prescription medication shall be ordered by physician only.  Residents have the right to refuse ordered medication and New Day, Inc. has the right to refuse treatment if said medication is an integral part of the resident’s treatment. (See Treatment Refusal Policy in P & P)

24. Residents have the right to confidentiality.  HIPAA rules are adhered to strictly.  (See Confidentiality Policy and Release of Information in Intake Packet)  All clinical and personal information is treated confidentially in communications with individuals not directly associated with the program.

25. Residents have the right to be provided reasonable opportunity to practice the religion of his or her choice, alone and in private, insofar as such religious practice does not infringe on the rights and treatment of others, or to the treatment program.  Residents also have the right to be excused from any religious practice.  (See Religious Freedom Policy.)

26. Residents have the right to express and pursue the resolution of a complaint through New Day, Inc. Grievance/Complaint Policy and Procedure.  (See Resident Grievance Policy.)

27. Residents have the right to personal privacy, when it is not contrary to treatment and safety.  This includes, but is not limited to; a separate bed, bedroom space of at least 50-80 square feet, no resident other than roommate being in bedroom, storage space for clothing and personal belongings, a place to display socially appropriate creative works and symbols of identity, and bathroom for hygiene and clothing changes.  Clothing and personal belongings are inventoried by staff during the admission process, as needed, and at time of discharge and ensures the inventory list is signed by two employees and uploaded to electronic filing system.



**Resident Signature  





  Date:  






   Staff Signature  ____________________________________________  Date:  ______________

New Day, Inc.

RESIDENTIAL RECOVERY HOME

CLIENT BILL OF RIGHTS

1. Clients are treated with respect, consideration and dignity.

2.  Clients are assured confidential treatment of their disclosures and records and, except when required by law, are afforded the opportunity to approve or refuse treatment.

3. Clients are provided, to the degree known, complete information concerning their diagnosis, treatment, and prognosis.  When it is medically inadvisable to give such information to a client, such information is made available to an individual designated by the client or to a legally authorized individual.

4. Clients are given the opportunity to participate in decisions involving their health care, unless contraindicated for medical reasons.

5. Information is available to clients concerning:

a. Clients rights, including those specified in 1, 2, 3, and 4 above,

b. Client conduct and responsibility,

c. Services available at the organization,

d. Fees for services,

e. Recourse for voicing grievances and recommending changes to policies and services to the organization’s staff and governing body.

I have read and understand my rights as a client while I am participating in New Day, Inc. adult substance abuse treatment program attested to by signing below:

**Resident Signature  





  Date:  




New Day, Inc.
Orientation Checklist
Below items are completed within 24 hours of resident’s admission.  

Place a check mark next to each requirement to verify completion.

_____ 1. Verify electronic file is prepared for resident’s information and paperwork.  Supervisor 

complete Initial Chart Checklist.

_____ 2. Make sure resident has a clean pillowcase, mattress pad, sheet, fitted sheet, and any needed 

blankets.  

_____ 3. When the resident arrives, write a DAP note that includes the following information:

1. Time and date of arrival.

2. Where resident was prior to admission to New Day.

3. Who transported resident to New Day.

4. What medication (if any) resident is currently taking.

5. Disposition of resident at time of arrival.

6. Room number resident is going into.

7. Whether resident needs personal items such as clothing, shoes, etc.

_____ 4.  When the resident arrives, Residential Treatment Manager immediately completes a Medication Inventory

Sheet & MAR Sheet in accordance to the prescription labels of incoming medications.  See Medication Policy.                (During business hours, M-F 8-4, this is completed by Nurse.)  Supervisor immediately provides this medication information to Nurse on the same day the resident has been admitted, or next business day if after hours.
_____ 5. Resident is orientated to health and safety procedures.  Infection Control Check and Admittance 

Search are completed.  (Resident showers.  Clothing is searched for contraband.  See 

Search/Urinalysis Testing Policy.)  When checking for head lice, it is not done in the presence of other 

residents.  Resident is informed this is a safety precaution and that all residents are checked 

upon admission.  Gloves are used during the checking, and if lice is found the Treatment Support Manager is immediately notified in order for treatment to be administered as soon as possible.  

_____ 6. Within 24 hours of arrival resident will be required to call and schedule a physical examination which will 
include a tuberculosis (tb) shot for client records. 

_____7. Prepare daily paperwork such as Census Sheet. 

_____ 8. An inventory of the resident’s clothing and belongings is done with staff.  Staff documents the 

              inventory on the Inventory Sheets.  Inventory, which cannot be kept in the resident’s room, will 

be stored in the storage room.  Inappropriate clothing/possessions will be locked up and returned upon 

discharge.  If contraband is found, they should be confiscated in accordance with New Day 

Searches/Urinalysis Testing Policy.  The Inventory Statement Form is signed by staff and resident. 

_____ 9. The Resident Handbook (that includes the Search/Urinalysis Testing Policy) is given to the resident. 



_____ 10. Resident reviews Resident Handbook with staff.  The resident signs all forms in handbook and the

supervisor uploads them to electronic chart file.  Handbook includes but is not limited to receiving a copy of the following pertinent information/procedures:  Program Information, Mission Statement Policy, Ethical Standards Policy, Grievance Policy/Procedure, Dress Code, Absenteeism and Tardiness, Residents Rights, Search/Urinalysis Testing Policy, and Confidentiality Policy. 

_____ 11. Resident is taken on a tour of the facilities and surrounding grounds, including meeting places 

for fire and disaster drills and is orientated on all disaster plans. 

_____ 12. Resident is oriented to all emergency evacuation procedures and safety guidelines of all 

facilities/programs/buildings the residents will be in while receiving services at New Day, Inc.

_____ 13. Resident is orientated to treatment services, behavioral expectations, all program rules and 

responsibilities, infection control, discipline procedures, program, and consequences for failing to comply with program rules. The shower, chores, laundry, dining room, and daily routines are reviewed.  

_____ 14. Resident is orientated by therapist(s) to the types of discharges and what procedures are 

taken by the treatment team prior to discharge.  Participation in treatment planning and goals is 

discussed.

_____ 15. A Communication Log entry is written, describing the information that was written in the DAP 

entry.  Include a list of the current medications and the times they are administered.

15. Resident Name:  






Admit Date: 











Admit Time: 



16. Orientation Completion Date/Time:  




 (within 24 hours of admit)


17. Signatures:

** Resident Signature:  ______________________________


Date: 






 Staff Signature:  _______________________________________________
Date: 




New Day, Inc.
Adult ASAM Level III.I

Residential Recovery Home 
Contact Sheet

Resident 






Date of Arrival 





Placing Agency 






Please list additional service providers (Probation Officer, DFS Worker, Therapist, etc.) 

Name


Relationship


Address

Phone
1. ______________________________________________________________________________

2. ______________________________________________________________________________

3. ______________________________________________________________________________

4. ______________________________________________________________________________

5. ______________________________________________________________________________
Please list healthy supports you may wish to remain in contact with:

Name


Relationship


Address

Phone
1. ______________________________________________________________________________

2. ______________________________________________________________________________

3. ______________________________________________________________________________

4. ______________________________________________________________________________

5. ______________________________________________________________________________
